no such certainty and definitenesss to be obtained by any other mode of treatment. Of all forms of treatment, other than the knife, carbon dioxide snow is in my experience the best: far better, quicker, more certain and infinitely less expensive in time and appliances than X-rays, radium, or ionization. But good as carbon dioxide snow is compared with these other three, I for one feel that there is never that certainty in the extinction of the growth when the-snQw is used as whn there is the clean sweep of a sharp knife. If this woman had had the ulcer excised when it had attained the size of a farthing, it is practically certain that at this date she would have had a sound face, two good eyes, and complete freedom from the horror of a big hole in her face and the daily necessity for careful dressing. The moral of the case is that before we recommend our patients to be treated with this or that clever form of treatment, we should point out to them the possibility of failure, with the likely succession of a worse estate, and at least put before them the superior advantages of five minutes with a sharp knife.
Case of Extresne Hyperphoria; Operation by the New
Subconjunctival Reefing Method; Cure.
By N. BISHOP HARMAN, F.R.C.S.
THE patient is Mrs. E. K. K., aged 28. She was sent to me by Dr. George Arthur, of West Ealing, in October, 1912 . His letter stated that the patient complained of severe headache, usually on the left side, that came on almost immediately on using. the eyes for near work. He had examined the eyes, and found a moderate degree of astigmatism, the correction of which improved vision. But he considered the real trouble was due to a serious defect in muscle balance, the correction for which was: Exophoria 2°, hyperphoria 150 prism over left eye base up. He suggested that I should operate if the case was considered suitable.
The following are the notes of my examination of the patient. They confirm the findings of Dr. Arthur. The eyes are deeply set. Corneae small, only 10 mm. diameter. Fixation binocular. General ocular movements excellent. The left upper lid has a usual level of 1 to 2 mm. higher than the right. The pupils are slightly oval horizontally, and the right is larger than the left. When one or other eye is covered the latent squint is at once manifest. It can be seen very well by covering one eye with a piece of thin ground glass; immediately the covered eye is seen to diverge. The diagram shows the position assumned by the covered eye. If the left be covered the right continues to fix, and the left turns down and slightly outwards. If the right be covered that eye turns up and out, whilst the left continues to fix. It was also noticed that covering the left eye did away with the unequal lift of the left upper lid. Refraction: R.V.-, -6attempts; -05D. sph. and -ID. cyl., ax.
200, D.O. 6. L.V. ,c; +O'5D. sph. and -15D. cyl., ax. 200, D.O. 6. Muscle balance: With the diaphragm test two distinct and entirely separate images were seen one above the other, and slightly separated laterally. The vertical separation was greater than that allowed for by the scales supplied with the instrument, which run up to 60 prism. Fixation was with the right eye by preference. With 80 prism base up over the left eye (in addition to the correcting glasses noted above) the error was corrected, so that she could read the ordinary small print reading card of the diaphragm test. There was some exophoria but of inconstant degree, and that was easily remedied by carefully centring the glasses when the hyperphoria was corrected. For distance vision the test was made with the Maddox rod. Then a balance could only be obtained with a 140 prism, but gradually this could be reduced to 120.
The difference between the hyperphoria manifest in the near and 8Harman: Case of Extreme Hyperphoria far tests seems anomalous. But it is accounted for when the conditions of the two tests are recognized. With the diaphragm test the position is that naturally assumed in reading, which in this case favoured the presumably weak muscle. This difference in the tests, the greater readiness of the right eye to fix when looking through the diaphragm test, and the upward lift of the left eyelid when both eyes were uncovered, led to the conclusion that the left superior rectus was at fault. This tendon was either too long or inserted too far back, so that -it worked at a disadvantage. The additional effort required of this muscle to bring up the eye to the proper level was reflected in the overaction of the levator palpebree superioris, a muscle which is developmentally one with the superior rectus. Operation was obviously the correct treatment, for glasses providing such high degrees of prisms as would correct or nearly correct the defect would be unsatisfactory owing to the unpleasant phenomena they cause of bulging walls, &c.1
November 7 (operation): Local anesthetic. Left superior rectus reefed 4 mm. The prominent overhanging eye made the approach to the tendon somewhat difficult, and the reefing forceps could not be used; the tendon was therefore reefed with the aid of two squint hooks. The reef was secured on each side, and the stitches brought forward and inserted into the sclera close to the limbus before being tied. No anchor-stitch was used. The technique of the operation was that described last year.2 The operated eye was bandaged, and the patient allowed to be out and about as usual.
November 14: Stitches removed. With the Maddox rod there was an over-correction requiring a prism of 20 to 40 base up over the right eye to correct it. There was so-e irritation a4, the scleral site of one of tie stitches; this stitch was of black silk, and the dye was not fast; a small marginal ulcer formed, but cleared speedily with treatment.
December 11: Tested for balance on near and far vision, with the diaphragm test and Maddox rod; there was orthophoria under all conditions. The patient has had no more headaches since the operation, and can read with comfort.
February 26, 1913: Orthophoria perfect. The scar at the site of the operation is of the slightest. It is now noted that whereas before the operation the left upper lid was on a slightly higher level than the ' Harman, "Judgment of Size and Distance of Objects," Trans. Ophthal. Soc. of U. K., 1904, xxiv, p. 297 (footnote) . 2 Harman, " A New Operation for Squint: Subconjunctival Reefing and Advancement," Trans. Ophthal. Soc. of U. K., 1912, xxxii, p. 246. right, the reverse is now the condition; the left lid is a trifle below the level of the right. It is probable that this is the effect of relieving the nerve of the left superior rectus of the excessive work that it had to do before the tendon was shortened, and which caused overaction in the levator muscle.
March 11: She was examined by half a dozen ophthalmic colleagues prior to her retuirn to Greece. Perfect orthophoria was found.
A Case of Double Tubercular Iritis.
By EDGAR CHATTERTON.
THE patient, a boy, aged 15, came to the Western Ophthalmic Hospital on March 18, 1913. He first noticed that the sight was bad thirteen months ago, since which time it has been getting worse. There has been no pain. With the exception of some enlarged glands below the angles of the jaw he is in good healtb, and shows no sign of tuberculosis.
The family history on both sides gives no evidence either of tuberculosis or of syphilis. When first seen there were numerous yellowish vascular nodules of the iris of both eyes, occupying, for the most part, the angle of the anterior chamber. There was much "keratitis pLinctata," several posterior synechiae, and a considerable amount of vitreous opacity, preventing an examination of the fundi. R.V. 6 L.V. 6 On March 25, 5 mg. tuberculin (T.R.) was injected and repeated every week. The right anterior chamber has been tapped several times.
On April 29 the right vision had improved to -6T.
There is now (May 7) marked improvement, the nodules, especially in the right eye, being less prominent and smaller, two of them having nearly disappeared. The " keratitis punctata " is considerably less.
I am indebted to the courtesy of Mr. Kenneth Campbell for permission to show the case.
